MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH R T
DEFPARTMENT OF PUBLIC HEALTH AND WELFARE - 63 02101::

' STATE FILE NUMB
Registration District No. ____éZLPrimaw Registration Disirict No. 34l£..__ﬂegutr-r ‘s No. _42_3_2._._.. UMBER

DO NOT WRITE
ON THIS $TUB AMENDED _—F’_EEB_M}%‘f _2 & Jd g
1. PLACE OF DEATH idhadd 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence before
». COUNTY Phelps » stae Missourdcowr Maries admission)
b CIT\' {If outside corporste limits, give 'I'OWNSHIP only) I.‘_ength of stay in 1b c. CITY Inside Limits

&, Rolla 3dag s 1w Jefferson township Ye I Noy

:Iu(;.éP'I‘TﬂE OF (If NOT in hospital, give location) InsidefLimits d. STREET {If cutside, give location) Reside on Farm

msrmmion. Phelps County HOSp. [ve® mon ACENest OF Belle BHo. vou ) No OO

3. fr;ma OF ns)cmsen First Widdis Last 4. DATE Month Day Year
yp& of print . OF
CHARLES (NmN) Breeding oA May 15 19673 ,
5. SEX 4. COLOR OR RACE 7. Martied [J  Never Married [] [8. DATE OF BIRTH | ¥. AGE (last birthday] [IF UNDER 1 YEAR | IF UNDER 24 HE
Male White Widowed DK Oivorced {1 [ 1 1 /1 4—/88 74 . Wonths | Days | Hours | Wi,
T0a. USUAL OCCUPATION (Give Kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| I), BIRTHELACE (City and state of country) | 12. CITIZEN OF WHAT COUNTRY

uring maost of working [ife, if retired) . .- .
GERTUSLEYre o oo iFy Railway Freeburg Missouril!U,S.A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

James Breedin% Louiga Scott Anna Torres DNec
15. WAS DECEASED EVER IN U.5. A D FORCES? NO. . A Add :
{(Yes, no, or unknown) | {If yes, give war or dates of

es 916 2 11d i a
18. CAUSE OF DEATH (Enter only one :uuse per [i : TIN A EN
PART |. DEATH WAS CAUSED BY: ‘) ONSET AND TH

IMMEDIATE CAUSE (a} 7

V¥5 300
Rev. 4/59

TDATE AMENDED

DOCUMENT

which: geve rise to
sbove cause' [a),
stating - the under-
Iying couse last

Conditions, -ny.] DUE TO (b) = M D

DUE TO (o)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related 1o the terminal PART {lf. if deceased was female was
disease condition given in PART } (a) . there 2 pregnancy in last 90 days.

lDYul O No ] O Unknown

19, WAS AUTOPSY | 20Ca, ACCIDENT SUICIDE  HOMICIDE b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART II of item 18.)
PERFORMED? . O - 0O [m]
YES[O NO .

20c. TIME OF Hour. Month, Day, Year
INJURY a.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

-

20d. INJURY OCC:URRED : 20e. PLACE OF INJURY (0.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factery, street, office bldg., etc.) -

NOT WHILE AT WORK [J p; - P v : .

pd yd
21, 1 attended the deceased hm___%%z. m_ﬁ%}md lost sow £ alive on _;,//j;ﬁ, 3
: Daath occurm:.t at. ?'. o A . _m on the date stared sbove, and 1o the best of my knowledga, from the causes stated. -
" Za. snem/ : S Degres o, ATiE] 2. ADDREM % Z2c. DATE SIGN
' /l)f% [/ - ' . 7 L2 =) :
23a. BURIAL, CREMATION, | 23b. DATE ' 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (State)

REMOVAL (Specify}”

Burial 5/17/63% Breeding Os

25. DATE RECD. BY LOCAL REG.

DIRECTOR APDRESS .

on Reverse Side)

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by . Student Embalmgr No.

working under my personal supervision.

Student.

Signaturs of $tudent Embalmer

Note: The above MUST BE .SIGNED BY THE LICENSED EMBALMER in his
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If*this body is not embalmed, fact should be so stated above.




